Chronic health failure is a leading cause of hospital readmissions and is reaching epidemic proportions in the United States. Explanatory models of illness can provide insight about how people with heart failure perceive their etiology of heart failure. Six themes were found in this descriptive, qualitative study to explore the perceived origin of heart failure in 50 participants. Forty percent of the people were unaware of why they had the diagnosis. Misconceptions and misinformation were common, including confusion about whether the symptoms themselves caused the disease. Keywords: Chronic heart failure, Explanatory models of illness, Heart failure, Quality of life [DIMENS CRIT CARE NURS. 2012;31(1):46/52] The incidence of chronic heart failure (HF) is reaching epidemic proportions in the United States. Estimate of the direct and indirect cost of the disease in 2010 was calculated at $39.2 billion. 1 Over 3 million ambulatory care and emergency department visits occur annually in the United States for HF care and exacerbations. 2 Living with HF is challenging for patients because of the disease trajectory and the complex regimens of care. 3 Thus, communication between patients and family members with health care providers is critically important to arrive at the best treatment and quality-of-life decisions. Reported estimates of patient adherence with medical recommendations range from 15% to 93%. 4 One metaanalysis reported an average nonadherence rate of 24.8% across 733 studies, with a 23.4% nonadherence rate in 129 studies of cardiovascular patients. 5 One often overlooked aspect may be related to the patient's perception of his/her own health condition. Despite the emphasis given to health teaching and patient education in our professional culture, patients and family Explanatory Models of Heart Failure Etiology 46
members often lack meaningful knowledge about their health condition. Zickmund and colleagues 6 found that patients perceived physicians as withholding information. A useful process to contrast knowledge between professional providers and patients is looking at explanatory models of illness.
Explanatory models of illness reflect an individual's subjective and personal understanding of their illness experience. 7 They are concepts constructed to describe one's illness within a cultural context. 8 Explanatory models focus on how people explain their illness conditionV what meaning they ascribe to it. The area originated in the work of Arthur Kleinman, 7 a Harvard anthropologist, who became interested in studying how chronic illness is experienced by people. Kleinman 7 suggested that, by knowing explanatory models of illness, health care professionals can provide better care to help patients understand their condition, its consequences, and various treatment options. 7 The model may provide a framework to evaluate the patient's understanding, which can be used to enhance communication between health care providers and the patient. 9 According to Kleinman, 7 explanatory models may contain any 1 or all 5 parts of an illness experience: (1) etiology, (2) time of symptom onset, (3) pathophysiology, (4) expected course of the illness, and (5) expected treatment and effectiveness.
People construct explanatory models to describe an illness within a cultural context, including factors such as illness responses and the experience and treatment of illness. 8, 10 Kleinman 7 indicated that the basis of a person's explanatory model can draw ideas from multiple sourcesVprofessional, popular, and even folk sectors. Lip and colleagues 11 reported finding cultural differences in beliefs about control of one's health. In their study of 103 patients with HF, 64.7% (n = 22) of Indo-Asians felt God/fate controlled their health, whereas the majority of white subjects felt the physician was the greatest factor influencing their health. Ononeze and colleagues 12 found that prior knowledge of heart disease, social networks, and interactions with health care providers influenced how people described their heart disease illness. In other works, all health care providers must b aware of other cultures and adapt their teaching to that culture.
PURPOSE
The purpose of the qualitative study aimed to elicit how the participant perceived the etiology of their condition of chronic HF. This was 1 aspect of a study for adults/ older adults living with chronic HF who participated in a 9-month education-support intervention in the home setting to improve self-care. Indeed, critical care nurses, medical-surgical nurses, emergency nurses, and nurses in the outpatient settings may be interested in our findings.
METHODOLOGY
The theoretical basis for this explanatory model study was descriptive based on Kleinman's theory. 7, 8 Table 1 shows some of the tenets of his work. This study used a randomized controlled design testing the effectiveness of an education-support intervention for adults/older adults with chronic HF. In this article, we report the results of the qualitative component of explanatory models. Par-ticipants were asked an open-ended question about the etiology of their HF at the beginning of the 9-month study. The interviewers wrote down the verbatim response given by the subject.
The participants were 50 adults with a diagnosis of classes I-III HF. Demographic data are shown in Table 2 . Cultural differences may be reflected by both race and ethnicity information. Racial data about the sample indicated that 80% were white (n = 39); 18%, black/ African American (n = 9); and 2%, American Indian (n = 1). Ethnicity data showed: 24% Hispanic (n = 12), 74% not Hispanic or Latino (n = 37), and unknown 2% (n = 1). At the end of the study, a review of participants' medical records was conducted to validate data and to determine the state of their health and illness during the 9-month study period. The education level of participants was higher than expected, with 62% of the participants reporting some college courses, a college degree, or a graduate degree.
A qualitative method was the approach for this descriptive data. Thematic analysis was used to analyze the data. 13, 14 In this method, after data are collected, patterns are identified from either direct quotes or paraphrasing common ideas. 15 Next, combining or cataloging related patterns into subthemes is done to piece together fragments of ideas. Thus, themes from participants are used to form a picture of their collective experience. 16 FINDINGS Several themes were identified as the cause of participants' HF: (1) multiple etiologies suspected, (2) lack of knowledge/misinformation, (3) symptoms as causation, (4) treatable risk factors, (5) untreatable risk factors, and Explanatory models of illness reflect an individual's subjective and personal understanding of his/her illness experience.
A qualitative method was the approach for this descriptive data. & It is clinically useful to learn how to interpret the patient's perspective on illness.
& Interpreting the narratives of illness experience is a core task for health care professionals.
& Illness does not equal disease.
& Illness is the lived experience of monitoring body processes.
& Symptoms and illness categories have powerful cultural significance.
(6) other heart conditions. Forty percent of the participants reported they were unsure or had not been told why they had HF. Some subjects named multiple possible causes including ''not sure.'' Some reported the causes of HF to be their symptoms. Each of the subthemes is discussed and briefly interpreted. Eighteen percent of the sample was composed of blacks/African Americans (n = 9) who correctly identified hypertension as the cause of their HF. No sex differences were identified in the explanatory models described by participants.
Multiple Etiologies Suspected
Trying to account for the cause of HF was challenging for some participants who described up to 4 possible etiologies,'' often unrelated to the actual cause. An exemplar is a subject who gave these 6 etiologies: ''not sure,'' shortness of breath,'' increased urine,'' irregular heart beat,'' virus,'' and ''told had heart attack in the past.'' A similar finding was reported in a study of patients with fibromyalgia where all patients reported at least 3 factors that they believed had contributed to the development of their disease, including physical ailments with long-term pain, family history, specific personality types, and mental stress. 17
Lack of Knowledge/Misinformation
This category included some unique attributions as the cause of HF, including diet pills, dental infection, septic shock, and pulmonary emboli. Forty percent (17/50) of subjects said they had never been told or did not remember (''not sure,'' ''don't know,'' ''not told,'' ''no reason''). This high percentage of people who were unclear about the etiology of their HF was surprising, particularly responses indicating no insight. All had previously agreed to participate in a 9-month intervention study about living with HF. It is possible they had enrolled in the study to gain knowledge about their condition. Two other studies reported similar findings. Results in the present study are slightly higher than those reported by Lip and colleagues 11 in their study of 103 patients with HF, where 34% were unaware of their primary diagnosis. In that study, 1 group had a significant variation, with 61.8% Indo-Asians lacking awareness of their diagnosis. In a study of the explanatory models for depression and postpartum depression, Niemi and colleagues 18 reported a category called ''cause not known'' in their analysis. It included responses by both patients and health workersValmost half of the health workers and some of the mothers chose this category.
Symptoms as Causation
Several subjects described symptoms of HF or its pharmacological treatment as the etiology of their condition. Examples included ''retaining water,'' ''increased urine,'' and ''shortness of breath.'' Numerous symptoms are attributed to HF and are well known to clinicians. Many are potentially debilitating 19 and include shortness of breath, edema, extreme fatigue, and sleep disturbances. Current evidence-based HF treatment includes pharmacotherapeutic agents that can cause further disabling symptoms such as dizziness. Thus, participants were unable to discriminate between cause (etiology of HF) and effect (symptom). Studies of explanatory models in other disease conditions also found this to be true, including a study of patients with irritable bowel syndrome (IBS). When asked about causes of IBS, participants answered in terms of agents that provoked flare-ups of symptoms, not the cause of the disease itself. 20
Treatable Risk Factors
Types of risk factors identified by the participants as the etiology of HF included stress, smoking, obesity, alcohol, cocaine, diabetes, salty diet, and lifestyle. Some of these can indirectly influence the development of HF. For this study, diabetes was coded as a treatable risk factor, based on current evidence that control of blood glucose can reduce cardiovascular morbidity. 21, 22 Some behaviors were modified by participants prior to the intervention (cocaine), and others were addressed in the education sessions as part of the intervention that followed (salty diet). Hypertension is discussed under Other Heart Conditions. In an explanatory model study of 12 African American women with early-onset heart disease, women perceived that stress was the primary cause of their heart condition. 23 Stress was viewed as a condition that caused a bad heart, worsened it, and could cause chest pain and a heart attack. Hoke and colleagues 24 also reported stress as a perceived barrier in the illness representation of rural Mexican American women.
Untreatable Risk Factors
This category included responses as family history and chemotherapy. Family history of cardiovascular disease is considered as a risk factor for several forms of heart disease, and a parental history of premature cardiovascular disease is prognostic for both atherosclerosis and cardiovascular disease. 1 Adults with a parent or sibling who received a diagnosis of early-onset heart disease are at a 2-fold elevated risk for a cardiovascular event themselves. 1 Some chemotherapeutic agents can damage the myocardium and can lead to HF. 25 
Other Heart Conditions
Several other heart conditions were correctly named as the etiology of HF. These included myocardial infarction, cardiomyopathy, arrhythmia, valve disease, and viral myocarditis. All of these can cause HF. Seventy-five percent of patients with chronic HF have antecedent hypertension. 1 
DISCUSSION
Explanatory models have been used in a variety of health and illness states, including patients with diabetes, obesity, chronic obstructive pulmonary disease, fibromyalgia, tuberculosis, and chronic venous disease. 9, 10, 17, 20, 24, 26, 27 Fewer were found for patients with cardiovascular diseases, including HF. 19, 27, 28 It is likely that explanatory model features other than etiology are more important to patients. Kleinman 7 described 4 other aspects that are important to interpret and understand the entire illness experience, including the symptom onset, pathophysiology, expected course of the illness, and expected treatment and effectiveness. In an explanatory model study of 51 patients with IBS, Casiday and colleagues 20 found that symptoms and treatment were more important than explaining etiology. However, although the information is important in the critical care setting, the critical care nurse must consider the stress a patient has in the intensive care unit as well as his/her ability to retain that information.
Explanatory models may help providers to evaluate the patient's understanding about his/her health and facilitate more meaningful communication and teaching. However, the nurses must be aware of cultural differences and adapt their teaching methods to meet the patient's needs. O'Connor and colleagues 26 reported what they termed intriguing clues from explanatory models in their study of 1109 patients with diabetes. The data suggested that patients between 45 and 64 years of age may have had explanatory models of diabetes that reduced their motivation to care for the disease. 26 Younger adults accessed care less frequently and often had explanatory models of diabetes that could interfere with effective and aggressive care.
Because knowledge is believed to influence a person's self efficacy, 3 it is vital to strengthen the opportunities for patients to learn all they can about their illness and disease states. A major focus of patient education is to develop self-care abilities in patients and families, especially critical skills for those living with HF to improve patient outcomes. 2, 3 McSweeney and colleagues 29, 30 noted a high correlation between perceived causes of a myocardial infarction with the healthy behaviors that people used after the initial attack. In a study of open heart surgery patients, Hermele and colleagues 31 found that the less patients believed they clearly understood their illness, the more psychological distress they experienced.
How to best measure explanatory models from the patient's perspective is a challenge for clinicians and researchers. No valid instrument was found to measure explanatory models for the present study; thus, the traditional method of using an open-ended question was utilized. Nunnelee and Spaner 9 evaluated the usefulness of 1 instrument (n = 114), with 10 of 25 questions measuring the etiology of the disease aspect of Kleinman's 5 major questions regarding the explanatory model of a person's illness. Subjects were allowed to answer with a ''U value'' for ''not enough knowledge.'' 7, 8 Somewhat surprisingly, subjects responded with a large number of ''U'' answers and verbally told members of the research team that they had ''no clue'' or thoughts about many of the survey items. Such frequent use of the U value necessitated a rescaling of the instrument. She concluded that it needed further qualitative development and revision before continuing use.
One other instrument appears to have potential value. Haidet and colleagues 32 developed and tested the CONNECT instrument that has both qualitative and quantitative properties to try to illuminate differences between patients and providers. They tested 267 patientphysician pairs. Statistically significant differences between patients and providers were found on all 6 dimensions of the instrument, including etiology. Findings showed that the instrument had good psychometric properties that may enable future researches to look at differences between patients and providers relative to explanatory models. Additional validity research is ongoing. No additional studies using the model were found.
Explanatory models are theoretical representations of the cultural expectations of health and illness. 33, 34 Most participants in the current study lacked accurate information about the etiology of their HF. However, of the 9 black/African Americans in the study, 4 correctly identified hypertension as the etiology of their condition. This finding was supported in the research by Evans. 33 She studied 20 black women with heart disease who were able to identify 11 causes of the condition. No sex differences in the themes were identified in the present study, but they may exist. Women are thought to experience HF differently from men. 19 Most research studying people living with HF has predominately enrolled whites. 35 In a meta-analysis of posthospital HF care, only 10 of the 29 studies reported patients' race and ethnicity. 35 This study makes a unique contribution to the evidence for intervening with minority adults who have HF. The minorities in our sample had a retention rate of 100% in the 9-month intervention, with 9 Black/ African Americans, 1 American Indian, and 12 Hispanics.
IMPLICATIONS FOR PRACTICE
Because of the high hospitalization rate for people with either acute or chronic HF, critical care nurses have multiple opportunities to influence the knowledge of patients and family members about their health conditions includ-ing medical diagnoses. With an awareness of explanatory models of illness, health care providers can better assist patients' understanding about their conditions, its consequences, and various treatment options.
It is possible that some clinicians are hesitant to discuss specific information about disease conditions. In a study of patients with classes III-IV HF, one identified that a barrier to an open discussion of disease progression was unwillingness of providers to disclose poor prognosis information. 36 In addition to the patients, family members and providers were interviewed for the studyV all showed a significant lack of understanding of HF and its symptoms.
Failure to address discrepancies between patients' and practitioners' explanatory models can disrupt the therapeutic process. 8 In the Haidet and colleagues study 32 of patients and physician providers (267 pairs), patients reported greater fault for their own illness and fewer biomedical reasons for the cause of their illness. They also showed a greater preference for a partnership model with physicians. Zickmund et al 6 found that perceived conflict of HF patients with their providers may be higher than suspected, and patients faulted poor physician communication skills and receiving insufficient medical information as interfering with the therapeutic bond.
CONCLUSION
Explanatory models illustrate the understanding that a person has of his/her illness experience and the meaning that it has for an individual. They are constructed to describe one's illness within a cultural context and may include any one of a variety of components, including etiology. Our awareness of them offers a unique opportunity to improve communication between patients and health care providers. The long-term follow-up component is best suited for the clinic, physician, or advanced practice nurse.
They represent 1 method that nurses can use to gain an understanding of the patient's perspective to guide culturally appropriate interventions. 24, 30 In the present study, explanatory models of etiology of HF provided insight to guide patient teaching about patients' health and to clarify misconceptions and beliefs. Remember, HF teaching can be done in multiple settings. Much of the information must be repeated several times for retention. Also, the nurse must be aware of the cultural differences.
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